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February 5, 2015

Jonathon Daltow, Administrator
Preferred Community Homes - Fieldstone
12553 W Explorer Dr Suite 190

Boise, ID 83713

RE: Preferred Community Homes - Fieldstone, Provider #13G030

Dear Mr. Daltow:

This is to advise you of the findings of the Medicaid/Licensure survey of Preferred Community
Homes - Fieldstone, which was conducted on January 30, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

[. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4, How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, 1.e., what quality assurance program will be put info place;

5. The plan must inchude the title of the person responsible for implementing the acceptable
plan of correction; and




Jonathon Daltow, Administrator
February 5, 2015
Page 2 of 2

6. Include dates when corrective action(s) will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance within 60
days of being notified of the deficiencies. Please keep this in mind when preparing your
plan of correction, For corrective actions, which require construction, competitive .
bidding or other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the spacé provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
February 18, 2015, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www icimr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by February 18, 2015, If a request for informal dispute resolution
is received after February 18, 2015, the request will not be granted. An incomplete informal
dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call

this office at (208) 334-6626, option 4.

Sincerely,

MICHAE NICOLE WISENO
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MC/pmt

Enclosures




Feb. 19. 2015 10:24AM

SL Start-Boise

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

No, 8610 __ P

FradTEL. u§f03f201 §

FORM APPROVED
OMB NO. 0938-0381 -

(X1) PROVIDER/SUPRLIER/CLIA
JDENTIFICATION NUMBER:

13G030

(X2} MULTIPLE CONSTRUCTION
A BUILDING

E.WING

(X3} DATE $URVEY
COMPLETED

0113012015

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, GITY, §7ATE, 2IP CODE
2774 NORTH OLDSTONE WAY

PREFERRED COMMUNITY HOMES - FIELDETONE MERIDIAN, ID 83642

(X4} iD
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENSY MUST BE PREGEDED BY FULL
REGULATCRY OR LEC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORREQTIWE ACTION SHOULD BE
CROBS-REFERENCED TO THE APFROPRIATE
DEFIGIENGY)

(X5}
GOMPLETION
DATE

W 000

INITIAL COMMENTS

W G600

The following deficlencles were cited during the
recertification survey conducted from 1/26/16 -
1/30/15.

The survey was conducted by:

Michael Cage, LSW, QIDP, Team Lead
Jim Troutfatter, QIDP

Common abbreviations used in this report are;

ADHD - Attention Deficit Hyperactive Disorder
HREC - Human Rights Committeg

LPN - Licenged Practical Nurse

MAR - Medicalion Administration Recgord
PCLP - Parson Centered Lifestyle Plan

QIDP - Qualified Intellectual Disabilities
Profegsional

483.410{c)(1) CLIENT RECORDS

W11 W 111

The facility must develop and malntain a

recordkeeping system that documents the ¢lignt's
health care, active treatment, social information, [N )
and protection of the client's rights.

This STANDARD s not met ag evidenced by RV At I R
Based on record raview and siaff interview, it Pl
was determingd the facllity failed to maintain
record kesping system that contained accurate
and complete information for 2 of 4 individuals
{Individuals #1 and #3) whosge physician's orders
were reviewed. This resulted in inacourate
information being meintained in Individuals'
records. The findings Inciude:

1. The fecility utilized a physician's recapitulation

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPREGENTATIVES SIGNATURE TIE (X8} DATE

SO OMUN Poaam NN e N T \%1D

Any deficlency stalement ending with an astarisk (*) denotes a defivienoy which the lnstitutlon may be excused from comecting providing it is defermined that
other safeguards provide sufficiant proleciion to the patients. (Sea Instruetlons,) Except for nuesing homes, the findings stated above are disclosable B0 days
following the date of survey whattier or not a plan of correstion Is provided. For nursing homes, the above findings and plans of corsection are digelesshle 14
days following the date these documents are made available to the fagilty. If deficlencles are cited, an approved plan of correclion is requisite to continued
pregram participation.
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Continued From page 1

order form, completed by the fecility nurse, and -
signed by the physician and psychlalfic provider.
The document included routirie medications,
peychiatric medications, laboratory orders,
standing orders, and dlet orders. Individuals
Phyzician's Orders were reviewed and Included
inaccurate information, as follows:

a. Individual #1's 6/6/14 PCLP sfated she was a
25 year famale whose diagnoses included
profound mental retardation and autism. Har
Physician's Orders, signed by the physician
10/27/14, stated she was to have a prolactin (a
pituitary gland hormaona) hlood level check every
3 months (quarterly).

However, Individual #1's record documantad the
last protactin level drawn was on 3/11/14.

During an interview on 1/30/16 from 9:05 - 10:00
a.m., the LPN stated quarterly prolactin fevels had
been discontinued by the psychiatrist following
the 3/11/14 laboratory tests. The LPN stated the
order ghould have been removed from the
racapitulation order,

b. individual #3's 2/21/44 PCLP stated he was a
27 year old male whose diagnoses included
severa intellectual disabliity, ADHD, autism, and
rnood disorder. His Physician's Order, signed by
the physician 12/18/14, stated he was to receive
risperidone (an antipsychotic drug) 2 mg each
morning.

However, individual #3's Paychiatric Updats,
dated 9/26/14, stated risperidone was fo be
titrated down 1o 1.5 my for 2 weeks, then to 1 mg
each morning. His MAR documented the
rediction had taken place as ordered.

W11
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During an interview an 1/307/15 from .05 - 10:00
a.m,, the LPN stated the racapitulation order was
inaccurate,

The facility failed to ensure individual #1 and
Individual #3's physician's re¢apitulation orders
centained accurate information.

W 169 483.430(a) QUALIFIED MENTAL RETARDATION W 159
PROFESSIONAL

Each client's active treatment program must be
integrated, cocrdinated and monitored by a
gualified mental rétardation professional.

This STANDARD is not met as evidénced by:
Basad on record review and staff interview, it
was determined the faclliy failed to ansure the
GIDP provided suificient monitoring and oversight
which directly Impagted 2 of 4 individuals
{Individuals #3 and #4), and had the potenflal to
impact all individuals {Individuals #1 ~ #8) residing
at the facility. That faiture resulted in a lack of
sufficient QIDP monitering and oversight being
provided. The findings include:

1. Individual #4's PCLP, dated 8/22/14,
documsnted a 23 year old fernalé whose
diagnoses Included severe mental retardation,

Her record sontalned a Physician's Order, dated
12/16/14, with a sectlon that was signed by the
paychiatrist documenting Individual #4 was to
receive Ativan (an antianxiety drug) 0.5 mg twice
a day. Her MAR, dated December 1 - 31, 2014,
also dosumented gha had received Ativan twice a
day.

FORM GME-2667(02-09) Previous Versions Obsplate Event [D; 4K4F 11 Faclity iD: 18GD30 If santinuation sheet Page 3 of 15
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However, her record also confained a
neurclogist's order, dated 12/12/14, that
documented she was o raceive Ativan three
fimes & day for anxiety and seizure. Her MAR,
dated January 1 - 31, 2015, documented she had
received Ativan 0.5 mg thrae times a day from
THMIE = 1271186,

Tha racord did not provide clear documsntation
as to which order for Ativan (the paychiatric
provider or the heurologist) was to be followed.
Additionally, her racord did not contain
documentation the paychiatrist had beeh made
aware of the change in the order by the
heurologist.

During an inferview on 1/30/15 from 2:05 - 10:00
a.m,, the QIDP stated he did not know if
coordihation of services between the psychiatile
provider and the neurologist had taken place.
The LPN, who was present during the interview,
stated no information had heen provided to the
psychiatric provider regarding the change in
medivation dosage. The LPN and QIDP hoth
stated the orders needed to be clarified and
coordinated batween the providers nesded to
take place.

The faullity failed to ensure the QIDP provided
sufficient soardination of services between
Individual #4's paychiatric provider and
neurologist.

2. Refer to W230 as it relates to the facility's
failure to ensure the QIDP ensured appropriate
replacemant hehavior training was In pfage for an
individual's maladaptive behayior.

FORM CMS-2587(02.89) Previeus Versiong Obsolele Event ID:4K4F 1 Faclity [D: 13G030 It eontinuatlon shaet Page 4 of 15
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3. Refer to W262 as It relales to the facility's
fallure to ensure the QIDP ensured HRC approval
was obfained prior to tha implementation of an
individual's restrictive interventions.

4. Refer to W263 as it relates to the facility's
failure fo ensure the QIDP ensursd guardian
consent was obtained prior to the implementafion
of an individual's restrictive interventions,

5. Refer to W289 as it relates to the facility's

falltite to ensure the QIDP ensured &n individual's

behavioral intervention methods inoluded
sufficient information fo direst staff,

€. Refer to W312 as it relates to the facility's
failure to ensure the QIDP snsured an individual's
antipsychetic drugs were sufficiently incorporated
into a plan.

W 2391 483.440(c){5)(vi) INDIVIDUAL PROGRAM PLAN W 238

Each written training program designed to
implement the objectives in the Individusl
program plan must specify provieion for the
appropriate expression of behavior and the
replacement of inappropriate behavior, if
applicable, with behavior that is adaptive or
appropriate.

This STANDARD s not met as avidenced by:
Bazed on record ravisw and Interview, it was
determined ths facility falled to ensure
replacement hehavior fraining was approptiate to
atdress individuals' maladaptive behaviors for 1
of 3 individuals (Individual #3) whose behavior
plans were reviewed. This resulted in individuala
not receiving functional {raining {o replace their

FORM CMB-2557(02-59) Praviaus Varslans Obsolale Event ID:4K4F H1 Faulllty 0 13G030 if sontinuation shest Page 5of15
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Continued From page 6
maladaptive behaviors. The findings include:

1. Individual #3's 2/21/14 PCLP stated he waa a
27 year old male whose diagnoses Includad
severe intsllectual disability, ADHD, autiam, and
mood disarder.

Individual #3's Behavioral Assessment, revisad
10/30/14, stated he engaged In seif abuse. The
Self Abuse section stated Individual #3 "will hit his
head on objects, hit himself with closed or open
hand on throat/chesk bones/foreheaditample
causing visible injury, bite himself on upper left
shoulder/collarbone, pinch himsslf on arms
(appears sensory seeking) causing visible injury,
and push/siam his body repstitively while rocking
(sensory seeking) causing visible injury.”

The Behavioral Asgessment in¢luded a
Replacsment Behavior for Self Abuse which
afated individual #3 "will select a desired
objectactivity by using sys-gaze or touch to
indicate his wants or neads when given a ¢hoice
of two items (real objects).”

individual #3's Replacement Behavior of selecting
& deslred object or activity using eye-geze did not
match the functional metivation of the behavior,
i.2. sensory seeking.

During an interview on 1/30/15 from 9:05 - 10:00
a.m., the QIDP stated Individual #3's
communication program, which was the
Reptacement Behavior program, allowed
Individual #3 o chose between two ssnsory
fteme,

Individual #3's Communication program, révised
114/25114, was reviewed and stated he "is mosily

W 239

FORM GMS-2667(02-08) Pravious Versions Obsolete Even D: 4K4F 1
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Continued From page &

non-verbal and communioates by non-spesch
vocallzations, facllity expressions, reaching for
objects and protesting hahaviors; such as,
pushing or walking away.” The program stated
"Run this program anytime [individuel #3]
indicates he is hungry...does not want to do
somathing...wants a drink...or wanis {o do
something."

individual #3's Communication pragram did not
provide any information about sensory segking
behavior or how to teach Individual #3 to engage
in & more appropriate behavior when
demenstrating self abuse.

When asked for clariflcefion, during an interview
on 1/30/16 from 9:06 - 10:00 a.m., the QIDP
stated the Behavior Assessment was accurate
and the Replacement Behavior needed to be
revised,

The facility failed to ensure Individual #3's
Replacement Behavior program was appropriate
for the function of the maladaptive behavior,
483.440(1)(3}(i) PROGRAM MONITORING &
CHANGE

The commitiee should review, approve, and
monitor individual programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committes, Invalve risks to
client protection end rights.

This STANDARD is not met as evidenced by:
Basad an record review and staff intsrview, it
was determined the facliity falled to ensure
rastrictive interventions were implemented only

W 239

W 262
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with the approval of the HRC for 1 pf 3 individuals
{(Individual #3) whose restrictive interventions
were raviewed, This resuled in a lack of
profection of an Individual's righta through prior
approval of restrictive interventions. The findings
inciude;

1, Indivigual #3's 2/29/14 PCLP stated he was 2
27 year old male whose diagnoses Inelugded
severe intellectual disabllity, ADHD, zutism, and
mood digordar.

Individual #3's Physician's Order, signaed by the
physician 12119114, stated his psychiatric
medications included vigperidone {an
antipsychotic drug) 2 mg daily, Intuniv (an
antihypertensive drug) 2 mg dally, and Abilify {an
antipsychotic drug) 2 mg daily.

However, Individual #3's reécord did not contain
HRC approval for the use of the Abilify.

Puring an interview on 1/30/46 from 9:06 - 10:00
a.m., the QIDP stated Akillfy had been added In
January, 2014, due o adverss reactlons
Individual #3 was having to risperidone. The
QIDP stated he thought the drug was being used
for medical purpoges rather than hehavioral
purposss and had not ohtained HRG approval.

The facility failed to enaurs HRC approval was
chtalned prior to Individual #3 recgiving the
antipsychotic drug Abilify.

W 263 | 483.440{N{3){ii) PROGRAM MONITORING &
CHANGE

The commitiee should insure that these programs
are conduotad pnly with the written informed

W 262

W 263
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Continued From page 8

consent of the cllent, parents (if the client s a
minor) or legal guardian.

This STANDARD s not met as evidanced by:
Based on record review and staff interview, it
was determined the facility failed to ensure
guardian ¢consent was obtained prior to the
implernentation of restrictive interventions for 1 of
3 individuals (Individual #3) whose restrictive
interventiona were reviewad. This resulted in a
lack of protection of an individual's rights through
prior approvals of restrictive interventions. The
findings include;

1, Individual #3's 2/21/14 PCLP stated he was a
27 year old male whose diagnoses includsd
severe intelleciual disability, ADHD, autism, and
mond disorder.

Individual #3's Physician's Order, signed by the
physioian 12/19/14, stated his psychiatric
medications included risperidone {an
antipsychotic drug) 2 mg daily, Intuniv (an
antihypertensive drug) 2 mg daily, and Abilify (an
antipsychotic drug) 2 my daily.

However, Individual #3's record did not contain
guarcian consent for the use of the Abiilfy.

During an Interview on 1/30/16 from 2:05 - 10:00
a.m., the QIDP stated Abilify had been added in
January, 2014, due to adverse reastions
Inclividual #3 was having to risperidong. The
QINP stated he thought the drug was belng used
for medical purposes rather than behavioral
purpoeses and had not obtaingd guardian ¢ongent.

The facility failed to ensure guardian consent was

W 263
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W 263
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Continued From page 9

obtained prior to individual #3 recelving the
antipsychotic drug Abilify.

483.450(b)(4) MGMT OF INAPFROPRIATE
CLIENT BEHAVIOR

The use of ayatematic interventions {0 manage
inappropriate client behavior must be
incerporated into the cllenf's individual program
plan, in accordance with §483.440(c)(4) and (5) of
thie subpart,

This STANDARD i not met as evidenced by
Based on record review and staff inferview, it
was determined the faollity faffed to ensure
technlgues used to manage inappropriate
behavior were sufficiently incorporated Into a
program plan for 1 of 3 individuals (Individual #3)
whose hehaviot intervention plans were reviewed.
This resulted in a lack of clear instruction to staff
regarding how to implement the program
slrategies. The findings include:

1. Individual #3's 2/21/14 PCLP staled he was a
27 year old male whosge diagnoses included
gevere intellectual disahility, ADHD, autism, and
mood dizorder,

Individual #3's Training Program for Behavlor
Management, dated 3/21/14, stated he engagad
In the following maladaptive behaviors:

- Belf ahuse, defined as hitting hiz head on
objeots, hitting himse!f with a closed or open hand
on the iiroat, cheek bones, forehead, or termple
causing visible Injury, blting himself on the upper
left shouldsr or collar bone, pinching himself on

W 2863

W 280
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Continued From page 10

the arms causing visible injury, and pushing or
slamming his body repetitively while rocking
causing visible injury.

- Physical aggreasion, defined as biting others,
pulling hair, pinching, scratching, hitling others,
head butting and attempis.

- Destruction of property, defined as throwing
objects.

The program included instructions to staff oh how
to intervene for each matadaptive behavior,
Included for each behavior was the following:

= "ferbally redirect {Individual #3) to a positive
task. .Use sign language paired with the verbal
word. Determine If {Individual #3] is frying to
comniunivate 2 need to you by asking him {slgh
palred with verbal)..." followed by & list of words
such as break, no, later, please, sorry, more,
wait, eat, and drink.

- "Redirect [Individual #3] to sign his needs
{possible Tist stated above)."”

Howaver, Individual #3's Speech and Language
Annual Revlew, dated 1/24/14, stated he could
"request by using physical manlipulation of his
communication partners" and "usss eye gaze to
galn atlention and raquest actions and events in
addition to his physical contact.” The Summary
and Recommendations section of the report
stated Individual #3 "shoutd be offered choices
throughout his day by using real objecls.”

The asszssment did not include information
about Individual #3's abliity to understand or
utilize sign language.

W 289
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W 289 Continued From page 11 W 288

Buring an interview on 1/30/15 from 9:05 - 10:00
a.m., the QIDP stated fhe methods listed in
Indlvidual #3's Training Program for Behavior
Management needed to be revised.

The facifity falled to ensure Individual #3's
program provided sufficient direction to staff to
address his malzdaptive hehaviprs,

W 312 | 483.450{e)(2) DRUG USAGE w312

Drugs used for control of inappropriate hehavior
must be used only as an integral part of the
cllant's individual program plan that ie directed
specifically towards the reduction of and eventual
elimination of the behaviors far which the drugs
are smploysd,

This STANDARD 3 not met as evidenced by:
Basged on record review and staff interview, it
was datermined the facility failed to ensure
behavior modilying druge were used only as a
comprehensive part of individuals' PGLPs that
were directed spacifically towards the reduction
of, and eventusl slimination of, the behaviors for
which the drugs were employed for 1 of 3
individuals (Individuat #3) whess medication
reduction plans ware raviewed. This resuited in
an Individual recalving behavior modifying drugs
withaut a plan that ldentified the drug usage and
haw it may change In refation to pregress or
regression. The findings include:

1. Individual #3's 2/21/14 PCLP stafed hewasa
27 year old mele whose dlagnoses included
savere intsllectual disabiiity, ADHD, autism, and
mood disorder.

FORM CMS-2567(02-99) Pravious Versiena Obsolele Event [D:4K4F 11 Facliity ID: 13G030 If continuation sheet Fage 12 of 15
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Individual #3's Physlclan's Order, signad by the
physiclan 12/19/14, stated his psychiatrle
medications included risperidons (an
antipsychotic drug) 2 mg daily, Intuniv {an
anfihypertenslve drug) 2 mg daily, and Abilify (ah
anlipsycholls drug) 2 mg daily.

individual #3's 1/26/16 Psychialric Update, which
wag alea the medication reduction plan, included
plan criteria for hoth rigperidene and Intuniv,
However, there was no criteria for the reduction
of Abllify, The section of the plan addressing
Abilify stated "medicat due to high prolactin [evel."

During an intarview on 1/30/15 from 2,085 « 10:00
a,m., the QIDP stated Individual #1's was found
to have high protactin levels (@ hormans thet can
cause breast and breast milk development in
men - an adverse reaction to risperidone), Asa
resulf, Abilify was added in January 2014 and
risperidone was eventually reduced in dase.
However, the GIDP stated he thaught the drug
was being used for medical purposes rather than
behavioral purposes. As a rasult, no plan
addressing the use of Abilify had been developed,

The faclity failed to ensure the use of Abilify for
Individual #3 was incorporated Into a plan.
483.460{a)(3) PHYSICIAN SERVICES

The facility must provide or abfain preventive and
general medical oarg,

This STANDARD is not met as evidenced by:
Based on observatlan, record review and staff

W 312

W 322
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interviaw, it was determined the facillty failed to
ensure individuals were provided with general
and preventative medical cars for 1 of 3
individuals (Individual #3) whose medical recards
wers reviewed. This resulted in an individuat not
receiving appropriate manitoring of his blood
pressure, The findings include;

1. Individual #3'2 2/21114 PCLP stated he was a
27 year old male whose diagnoses included
gavere intelleotual disabifity, ADHD, autism, and
mood diserder. Two Physiclan's Orders, one
signed by the physician 4/15/14 and one signed
12/19/14, both stated "Blood pressure dally.”

Indivigual #3's BP (Blood Pressure) Record forms
from 2/1/14 = 12/31/14 were reviewed and
documented Individual #3's blood pressure was
not monitored as order, as follows:

- 2/14; BP was not taken 3 of 28 days

- 3f14: BP was not taken 5 of 31 days

- 4/14: No BP Record was present

- 6/14; BP was not taken 11 of 31 days
- 6/14: BP was not taken 1 of 30 days

- 7H4: BF was not taken 3 of 31 days

- B/M4: BP was not taken 2 of 31 days

~ 9M14: BP was not taken 11 of 30 days
- 10/14: BP was not taken 14 of 31 days
~ 12/14: BP was not taken 27 of 31 days

Additionally, Individual #3's blood pressure was
oniy taken three times in 11/14. On the MAR for
Navember, the word "daijly" had baer crossed out
and "2X [times) month” was handwritten
underrisath.

Durlng an Interview on 1/30/15 from 8:05 - 10:00
a.m., the LPN siated she was the one that was

W 322
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supposed to be monitoring individual #3's BP
Record forms and that it should be taken daily.
When asked why Individual #3's blood pressure
wasg being monitored, the LPN stated she did not
know. When asked ahout parameters and what
staff were to do f Individual #3's bload pressure
was out of range, the LPN stated they wers to call
the nuree and she would generally have them
recheck the blood pressure at a later time.

There was no indication of why Individual #3's
blood pressure was to be monitored. Additionally,
other than ¢ontacting the nurse, therg was no
direction regarding what was to happen if hig
bivod pressure was out of range (such as holding
a medication that may cause his biood pressure
to drop further). -

The facility failed {o ensure Indlvidual #3's biood
pressure was appropriately monitored, and that
sufficient information was present to quide -
nursing and direct cere staff in appropriate
treatment.
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M 000, 16.03.11 Initial Comments M 000
The following deficiencies were cited during the
licensute survey conducted from 1/26/15 -
1/30/15.
The aurvey was condusted hy:
Michael Case, LSW, QIDP, Team Lead
Jim Troutfetter, QIDP
MM194 16.03.11.075.10(a) Approval of Human Rights MM194
Committee
Has besn reviewed and approved by the facility's
human rights commitiee; and
This Rule is not met as evidenced by
Refer to W262,
Mi1e8 18.03.11.075.10(c) Consent of Parent or MM188
Guardian
Is eonducted only with the congent of the parent g
or guardian, or after notice to the resident's '
representative; and
This Rule is hot met as evidenced by, ¥
Refer to W283.
MM197] 16.03.11.075.10(d) Written Plans MM197
Is described in written plana that are kept on file
in the facility; and
This Rule is not met as evidenced by
Refer io W289 and Wa12,
MM380; 16.03.11.120.03(a) Building and Equipment MM3B0
Buraatl of Facilly Standards
LAEORATORY DIREQTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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The building and all equipment must be In good
rgpair, The walls and flaars must be of such
character as to permit frequent cleaning. Walls
and ceilings in kitchens, bathreoms, and utility
rooms must have smooth enameled or equally
washable surfaces, The bullding must be kept
clean and sanitary, and every reasanable
precaution must be taken to prevent the entrance
of insects and rodents.

Thiz Rule is not met as evidenced by:

Based on observation, it was dsetermined the
facility feiled to ensure the facility was kept in
good repair for 6 of 6 individuals {Individuals #1 -
#6} residing i the facliity, This resulted In the
gnvironment baing keptin ill-repair. The findingse
include:

1. An enviranmental review was conducted at the
facility on 1/27/15 from 11:52 a.m, - 12;50 p,m.
During that time, {he following was noted:

~ There was food splattered on the top interior of
the microwavs,

-~ Thers was food debris In the boltom drawer of
the oven,

- There was a hole in the linoleum approximately
the size of a quarter to the right of the Kitehen
entrance.

- There was multiple areas of damaged linolsum
in the madication room.

- The linoleum was separated at the ¢orners of
the tub facing the medieation cabinet.

- There was an 8§ to 10 inch arack through the
door by the knob of Individual #4's bedroom duor,
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MM380| Continued From page 2 ' MM3BO
- Thete was a dent approximately 4 inches in the
lowsr portion of Individual #4's hathroom door,

- There was a hole approximately 2 inches in the
lower right portion of Individual #4's bathroom
door.

~ There wag a crack through the door by the knob
of Individual #2'a badroom deor.

- Thera was a hole in the wall to the right of the
mirror in Individual #2's bathroom that was
approximately 2 feet by 10 inches,

The facility failed to ensure the environment was
kept clean and repairs were complatad and
maintatned.

hiM428 16.03.11.120.10{c) Tempeature of hot water MM428

The temperature of hot water at plumbing fixtures
used hy the residents muat be batweean one
hundred five {105) to ons hundred twenty {(120)
degraes Fabrenheit.

This Rule is not met as evidenced by:

Besed on environmental review and staff
interview, it was determingd the facliity failed to
ensuts hot watar tamperatures were maintained
betwaen 105 and 120 degrees Fahrenheit for 8 of
6 individuals {Individuals #1 ~ #6) residing in the
facility. This resulted in the potential for
insufficiently hot water being avallable for tasks
such as hand washing and bathing. The findings
includs:

1. On 1/20/15, from 11:00 - 11:20 a.m., water
temperalures werée taken in the facilily with the
following results:

Bureau of Faailly S{andards
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- Individua! #4's bathroom aink was 97.4 degrees
Fahrenheit,

- Individuat #2's bathroom sink was 93.4 degrees
Fahrenheit,

- The medication room sink was 100 degrees
Fahranhait.

The Pragram Manager was notified of the water
temperatures on 1/29/15 at 12:05 p.m. and he
stated he would call & plumber.

Note: Waler temperalures were re-checkad on
1/30/15 from 8:20 - 8:35 a.m. and were found fo
be within an accepiable range.

The facility failed to snsure watar temperatures
were maintained between 105 and 120 degrees
Fahrenheit,

MMB70 16.03.11.210.05(b} Medications and Treaiments | MM570

Arecord of all medications and treatments
prescribed and administered; and

This Rule is not met as evidanced by,
Refer to W111.

MM728 16.03.11.270.01(b) QMRP MM725

The QMRP is responsible far suparvising the
implementation of each resident's individuat ptan
of care, infegrating e various aspects of the
program, recording each resident's progress and
initiating perlodic review of each individual plan
for necessary modifications or adjustments. This
function may be provided by a QMRP oulslde the
facility, by agreement,

Buresu of Facilily Slandacds
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MM725) Confinued From page 4 MM725
This Rule ig not met as evidenced by:
Refer fo W169,
MM735 18.03.11.270.02 Heailth Services MM736
The facility must provide a mechanism which
assures that each resldent's health problems are
brought to the attention of 2 licensad nurse or .
physician and that evalustion and follow-up
oceurs relative ta these problems. In addition,
servicas which assure that prescribed and
planned heaith services, medications and diets
are made availakle to each resident as ordered
must he providad as follows:
This Rule iz not met as evidenced by:
Refer to W322.
MM812 16,03,11.270.05(¢)(ii){f) Self Direction MMB12

Self direction; and
This Rule is not met es evidenced by;
Refer to W239,

Bureau of Facllity Standards
STATE FORM
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Wi3)

Individual #3's behavior management program is being revised to include an appropriate replacement
behavior. All of the behavior assessments and programs in the home are being reviewed and revised as
necessary to include comprehensive information including appropriate replacement behaviors. Aspire
Human Services has a Positive Behavior Support Specialist on steff. He is eurrently providing additional
training to the QIDP’s on administering behavior assessments and behavior programming, After the
training is complete, the QIDP at the bome will have the necessary skills to write behavior management
programming in the home including identifying appropriate replacement behaviors, Aspire Human
Services is curvently performing peer reviews, One element of the peer reviews is verifying that all
behavior 2ssessments and programs are comprehensive. Identified ecrors are reported to the Clinical
Director and revisions are made to the program plans,

Person Regponsible: Clinical Director, QIDP
Completion Date: $/1/15

W62 .
The QIDP in the home has written and informed congent for individual #3°s Abilify which is preseribed l
for medical purposes. The QIDP has obtalned HRC and Guardian approval for the utilization of the
medication. All files in the home are being reviewed to verify that written informed consents hava besn
developed and HCR and Guardian approval is obtained when needed. Aspire Human Services is in the
process of revising the policy and procedure to clarify that an informed consent is required for
antipsychotic medications in the event tha they are presoribed for medical and behavioral purposes, Once
the policy is revised, the QIDP*s will receive additional tralning on the policy. Aspire Human Services is

_ ourrently performing chert reviews. There is currently a schedule In place which specifies that two chart
reviews are to occur each week. With the review, the QIDP’s and LPN’s are both completing ihe same
charts each week. Once the reviews are completed they are given to the Clinical Director for review and
verification that correctiong have been made. The Chart reviews are kept on file by the Clinical Director.
In addition, the chart review form has been revised and is currently more robust and covers all of the
elements of an individual’s chart. One element of the chart reviews is venfying that informed consents
are obtained when appropriate,

Person Respongible: Clinieal Direotor, QIDP
Completion Date: 5/1/15

W263

The QIDP in the home has written and informed consent for individual #3’s Abilify which is preseribed
for medical purposes. The QIDP has obtained HRC and Guardian approval for the utilization of the
medication. All files in the home are being reviewed to verify that written informed consents have been
developed and HCR and Guaydian approval is obtained when nesded, Aspire Human Services is in the
process of revising the policy and procedute to clarify that an informed consent is required for
antipsychiotio medications prascribed by a psychiatrist for behavior and medical needs. Once the poliey is
revised, the QIDP*s will receive additional training on the policy. Aspire Human Services is currently
performing chart reviews, There is currently a schedule in place which specifies that two chart reviews
are to nceur each week. With the review, the QIDF’s and LPN's are both completing the same charts
each week. Once the reviews are completed they are given to the Clinical Director for review and
verification that correotions have been made, The Chaxt reviews are kept on file by the Clinical Director,
In addition, the chart review formn has been revised and is currently more robust and covers all of the
clements of an individual’s chart. One element of the chart reviews is verifying that informed coneents are
obtained when appropriate.
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Petson Responsible: Clinieal Director, QIDP
Completion Date: 5/1/15

wW2sg

Individual #3*s programming is being revised to include sufficient direction to staff to address his
maladaptive behaviors. All of the behavior assessments and prograrns in the home are belng reviewed
and revised as necessary to inelude sufficient direstion, Aspire Human Services has a Positive Behavior
Support Specialist on staff, He is currently providing additional fraining to the QIDP’s on administering
behavior assessments and behavior programming. After the training is complete, the QIDP at the home
will have the necessary skills to write behavior management programming in the home ineluding agsuring
sufficlent directions are written in each program, Aspire Humen Services is currently performing peer
reviews. One element of the peer reviews is verifying that all behavior assesstments and programs are
comprehensive. Identified errors are reported to the Clinical Director and revisions are made to the
program plas.

Person Responsible! Clinical Director, QIDP, Positive Behavior Support Spebialist
Completion Date: 5/1/15

W312 :

The QIDP of the facility has written a medication reduction plan to assist individual #3 to reduce and
gveniually eliminate his medication Abilify, All of the files in the home have besn reviewed and
medication reduction plan are currently written for all behavior modifying medications. Aspire Human
Services is in the process of revising the policy and procedure to clarify that a reduction pian is required
for antlpsychotic medications prescribed by a psychiatrist in the event that they are preseribed for medical
and behavioral purposes. Once the policy is revised, the QIDP’s will receive additional tralning on the
policy. Aspire Human Serviees is currently performing chart reviews, There is currently a schedule In
place which specifies that two chart reviews are to occur each week, With the review, the QIDP’s and
LPN’s are both eompleting the same charts each wegk, Once the reviews are completed they are given to
the Clinieal Director for review and verification that corrections have been made. The Chart reviews are
kept on file by the Clinical Director, In addition, the chart review form has been revised and is cuurently
more robust and covers all of the elements of an individual®s chart. One element of the chart reviews is
verifying that reduction plans are written as specified in company policy.

Person Responsible; Clinical Director, QIDP
Completion Date: 5/1/15

Wi22 ‘
Individual #3°s physician has been contacted to gain an understanding of what blood pressure range is
appropriate for individual #3 and how to respond to blood pressure levels, After the physiclan clarifies
blood pressure levels the LPN and QIDP of the facility will develop and implement a guideline to direct
the treatment team. All charts are being reviewed and clarification is being obtained to gain clarification
on each individual’s blood pressure needs. Aspire Human Services is curently performing chart raviews.
There is currently & schedule In place which specifies that two chart reviews are to ocour each wesk,
With the review, the QIDP’s and LPN's are both completing the same charis each week. Oncethe
reviews are completed they are piven to the Clinieal Direetor for review and verification that corrections
have been made, The Chart reviews are kept on file by the Clinical Director, In addition, the chart review
form has been revised and is currently more robust and covers all of the elements of an individual’s chart.
Aspire Human Services is revising the chart review to include reviewing blood pressure guidelines to
45EUrS ACCUrACY.
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Person Responsible; Clinical Director, QIDP, LPN
Comnpletion Date; 5/1/15

MM 194
Please ses response given under 262 as |t relates to the Human Rights Committee,

MM196
Please see the response given under W263 as it relates to Consent of the Parent or Guardian.

MM197
Please see the responses given under W289 and W312 ag they relate fo Written Plans,

MM380 .
All repairs will be fixed by 5/1/15 affecting all 5 individuals living at the facility. When a repalr is
noticed it is documented on a maintenance request form. The Program Supervisor will review these -
forms and notifies maintenance immediataly for all major ineidents. Maintenance will sign off on then
home maintenance request form when completed with initfals and date, In the event of a major repair
staff is to call the Program Supervisor immediately to start the process of needed repairy, Maintenance
visits each faeility at a minimum of once a week, A schedule has been set and repeats every week to
provide each facility time for maintenance repairs. In addition, Aspire Human Services currently has
a Universal Monthly Checklist completed at all facilities, After the checklist is completed the
documentation is turned into the Program Manager each month and reviewed. A copy of the
monthly checklist will also be provided to meintenance to ensure all repeirs are fixed within a
timely manner and nothing is missed lefl wnrepatred.

Person Responsible: Program Manager, Program Supetvisor, Maintenance
Completion Date: 5/1/15 _

MM428 ,
Water ternperatures are taken every time an individual takes a shower/bath that cannot regulate their
water as well as each night on the graveyard shift, This {s documented on the water temperature form.
Training will be provided for the direot support professional staf¥ defining the temperature range that
must be maintained. The temperature range of 105-120 degrees Fatwenheit will be added to the water
temperature form, If the temperature is taken and reads outside of the range, 105-120 degrees Fahrenheit,
direct support professional will fill out & maintenance request form and eall their Program Supervisor.
Maintenanee will sign off with their initials on the maintenance request form once the water temperature
is within range. Maintenance takes water temperatures at a minfmum of once a month at all facilities to

ensure each home is maintaining the proper femperatures,

Person Responsible: Program Supervisor, Maintenance, Direct Support Professional
. Completion Date: 5/1/15

MMS570
Please see response given under W111 ag it relates to Medications and Treatments,

MM725 '
Please see response given under W159 as it rolates to the QIDP.
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MM?735
Please see response glven under W322 as it relates to Health Services.

MM812
Plezse see response given under W239 as it telates to Self-Direction.

ez
Tom\]\(\&w .

Krigtin Buchanan
Clinical Director Program Manager




